Until recently, however, little reference had been made to this condition complicating partial gastrectomy. Lundberg (1922) was the first to describe its occurrence, in a woman of 4I,'10 years after resection of the pyloric end of the stomach supposedly for carcinoma. Smith (I955) reviewed i6 cases taken from the literature (I3 of them within the last decade) and described a further case of his own. Lavadia et al. (I953) reported the first retrograde intussusception (with the possible exception of Lundberg's) to follow partial gastrectomy for carcinoma. It would thus appear that this complication, though showing a steady increase in recorded instances during recent years (related, no doubt, to the greater number of gastrectomies performed), is still rare, and the following case may therefore be of interest. Case Report A dock labourer, aged 47, was admitted at 6 p.m. on August 15, 1953, with epigastric pain and vomiting. He gave a I5-year history of indigestion due to gastric ulcer, for which partial gastrectomy had been done at another hospital in 1942. He was well for some seven years after operation and then began again to suffer from epigastric discomfort between meals, worse when anxious or constipated, but not severe enough to keep him from work. There was occasional ' acid' regurgitation, but no vomiting or bleeding. During * Aleman (1948) Darling's (1926) shown that in the post-operative stomach retrograde pouching of jejunal mucosa through the stoma is a very common finding, and this might well be the starting point of either acute or chronic intussusception. His own two cases, which bellonged to the chronic recurrent form and were confirmed by X-ray, both followed subtotal gastrectomy and spontaneous reduction took placeone of the patients had seven attacks in all. This is interesting in view of Aleman's (1948) Adams, writing in 1935, was opposed to using contrast radiography in acute cases: ' It is scarcely feasible in those with obstructive symptoms, while to use it where ulcer might be the cause of haemorrhage would be rash.'
Moreover, the barium meal may even be mislead.
ing, as it was in Grimes's (1949) case, which showed a deformity suggestive of a penetrating ulcer at the junction of jejunum with stomach, Aleman (I948), however, found that, although only I8 cases from the literature had been examined APtril r957 *ith radiopaque media, the diagnosis was made as a result in 14, and on review could have been made in three more. His own patient was diagnosed in the second attack by barium meal, the first attack (a typical acute one, six years before) having settled spontaneously without operation. Smith (I955) recommends that barium meal examination and gastroscopy should be used routinely where intussusception is suspected on the ground that they provided confirmation in six of his series. There is, then, a strong argument for the use of radiography when facilities are readily available, but operation should not be delayed for this purpose where a reasonable diagnosis can be reached on clinical evidence alone.
Treatment
The mortality in, unoperated cases of acute jejunogastric intussusception approaches ioo per cent.; indeed, all such cases so far reported have died, but this excludes those milder attacks in which spontaneous reduction occurs and which more properly belong to the chronic recurrent type distinguished by Palmer (1954) . Since it is not possible to foretell whether spontaneous reduction will take place, all are agreed that, once the diagnosis is made, the correct treatment is laparotomy and reduction of the intussusception; occasionally resection of irreducible or gangrenous jejunum is necessary.
There is less agreement about the best way to prevent recurrence or, indeed, as to whether any further measure is needed. Recurrence of this complication after operative reduction is exceptional: the only instances reported, so far as the writer is aware, are those of Baumann (I9I9), Hublin (195I) , Douglas (I954) and Burdman (I954), the last case having recurred twice. All these followed gastrojejunostomy. In Douglas's patient on the first occasion, after reduction of the intussusception, the efferent loop of jejunum was sutured to transverse colon for about 3 in. in an attempt to prevent recurrence; five months later, at the second laparotomy, no trace of this attachment remained. Hublin's case showed an enteroanastomosis one hand's breadth in size; it was narrowed by a few stitches, but this did not prevent a return of the intussusception three years later: on each occasion the descending portion of jejunum had actually passed through the enteroanastomosis aperture and along the ascending limb into the stomach. Drummond (1923) wrote that there was no known method of preventing recurrence, but in his own case he operated again i6 days later and converted a long-loop gastrojejunostomy into one with no proximal loop, hoping in this way to lessen the chance of the intussusception recurring.
Adams (I935) also did not consider any further step desirable, although in his patient, after reducing the intussusception, he stitched the efferent jejunal limb to the short afferent loop, which was relatively fixed at the duodenojejunal flexure, but, as he pointed; out, in several cases entero-enterostomy had already been done at the original operation, so that mere suturing together of afferent and efferent limbs was unlikely to prevent recurrence.
Indeed, Hublin (I95 I) describes three cases, besides that mentioned above, in all of which the descending limb was invaginated retrograde through the entero-anastomosis and ' passed through the ascending limb into the stomach, that is to say, in the direction of the normal peristalsis . . . seized by the normal peristalsis and carried on by it,' indicating that the entero-anastomosis itself contributed towards the intussusception. Hublin's practice was to suture the ascending and descending loops of intestine to each other beyond the entero-anastomosis for a length of I5 to 20 cm.
More elaborate procedures described by Maingot (I953) include undoing the gastrojejunostomy, followed by partial gastrectomy. This was carried out, for example, by Butler et al. (1945) , Bansmer (I954) and Johnson (1955) . In all these cases some type of gastrojejunal anastomosis was used. But unless performed by the Billroth I method (often nsuited to these patients, most of whom have had duodenal ulcers), gastrectomy is clearly no guarantee against future intussusception, for this com.! plication has occurred after practically every other type of gastrectomy (Smith, 1955 Welbourn, I955) .
On the evidence one is led, then, to conclude that after reduction (or resection) of the intussusception no other procedure is required.
Summary
The case is described of a man who developed acute retrograde jejunogastric intussusception iI years following partial gastrectomy for gastric ulcer. The intussusception was reduced at laparotomy, from which the patient made a complete recovery.
The aetiology, diagnosis and treatment of this condition, which more frequently complicates gastrojejunostomy, are discussed. Besides the acute intussusception, a chronic intermittent form has been recognized and confirmed by barium meal examination and gastroscopy.
Unoperated, the acute form is fatal, but recovery is the rule if early operation is undertaken. No method has been shown to prevent recurrence, which, however, is rarely seen after simple operative reduction.
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